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INTRODUCTION 


Our  health  care  system  is  going  through  a  period  of  dramatic  reorgani¬ 
zation.  The  old  structures  and  methods  of  health  care  delivery  are  constantly 
being  questioned  and  confronted  by  proposals  to  overhaul  the  system  in  an 
effort  to  reduce  the  cost  of  providing  health  care.-*-  As  a  result,  there  has 
been  an  increased  emphasis  placed  on  ambulatory  care  because  of  its  less 
costly  setting.  In  conjunction  with  the  demand  for  reorganization  is  a  demand 
for  maintaining  the  quality  of  care  provided  under  the  new  system. 

Most  quality  of  care  assessment  techniques  to  date  have  been  developed 
to  evaluate  the  traditionally  predominant  inpatient  settings  of  our  health 
care  system. ^  However,  with  the  increased  usage  of  outpatient  services 
generated  by  the  demand  for  the  reduction  in  the  cost  of  health  care,  many 
regulatory  and  accrediting  bodies  have  become  interested  in  ambulatory  quality 
of  care.  Examples  of  this  can  be  seen  in  the  actions  of  the  following  organi¬ 
zations:  The  Joint  Commission  on  Accreditation  for  Hospitals  has  recently 
published  separate  standards  for  ambulatory  care  centers;  The  American  Society 
of  Internal  Medicine  has  proposed  the  use  of  a  formal  review  of  physicians' 
performance  in  ambulatory  care  as  the  basis  for  relicensure  and  renewal  of 
‘membership  in  professional  associations;  the  Accreditation  Association  for 
Ambulatory  Health  Care  requires  all  facilities  seeking  accreditation  to  have 
an  internal  Quality  Assurance  Program;  and  the  Federal  Government,  through  the 
Federal  Bureau  of  Community  Health  Services,  which  funds  ambulatory  health 
services  to  disadvantaged  populations,  requires  clinics  receiving  federal 
grants  to  have  an  internal  Quality  Assurance  Program. 
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This  recent  emphasis  on  Ambulatory  Quality  Assurance  has  led  to  the 
development  of  Quality  Assurance  methods  specifically  designed  for  outpatient 
settings.  One  of  the  methods  for  evaluating  ambulatory  care  which  has  evolved 
from  this  new  area  of  Quality  Assurance  is  the  Tracer  Methodology.  This  method 
uses  specific  health  problems  as  "tracers"  to  analyze  a  health  delivery  system. 
In  light  of  the  increased  concern  over  Ambulatory  Quality  Assurance,  it  is  the 
intent  of  this  research  project  to  use  the  Tracer  Methodology  in  assessing  the 
care  provided  by  a  military  outpatient  clinic. 

The  concept  of  the  Tracer  Methodology  was  borrowed  from  the  formal 
sciences.  In  physiology,  scientists  used  radioactive  tracers  to  study  how  a 
body  organ  handles  a  critical  substance.  These  tracers  are  discrete  and 
identifiable,  so  as  they  flow  through  the  organ  the  scientist  can  determine 
how  particular  parts  work,  not  only  in  isolation  but  in  relation  to  the  entire 

i 

organ's  system.  This  same  concept  is  used  in  assessing  the  processes 
(screening,  evaluation,  management,  follow-up)  of  the  provision  of  health  care. 
Tracer  illnesses  are  selected  which  are  discrete  and  easily  identified.  They 
are  followed  through  the  health  care  system  with  each  of  them  indicating  how 
particular  parts  of  the  process  work.  The  basic  assumption  of  this  method  is 
that  the  quality  of  care  provided  to  an  individual  with  a  tracer  ailment  will 
be  an  indicator  of  the  general  quality  of  care  of  the  system  delivering  that 
care.^ 

The  use  of  a  specific  health  problem  to  evaluate  quality  of  care  is  not 
new.  What  makes  this  method  different  from  previous  methods  is  its  use  of  a 
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set  of  tracer  ailments.  These  sets  enable  both  the  quality  of  care  provided 
to  a  specific  group  of  individuals  and  the  quality  of  selected  processes  of 
the  health  care  delivery  system  to  be  evaluated. 

As  an  example,  management  of  an  outpatient  clinic  decides  to  evaluate 
the  health  services  provided  by  the  clinic  to  a  segment  of  the  population  it 
serves:  male  and  female  children  under  5  years  old.  To  do  this,  they  would 
select  a  set  of  tracers  consisting  of  2  or  more  tracers.  At  least  2  tracers 
are  selected  so  that  services  provided  to  the  group  can  be  viewed  from  more 
than  one  perspective. 

Tracers  selected  will  highlight  the  care  given  to  this  group.  They  should 
have  a  high  enough  incident  rate  to  permit  adequate  collection  of  data  and 
should  be  discrete  and  easily  diagnosed.  For  this  example,  two  tracers  that 
could  be  selected  are  middle  ear  infections  and  iron  deficiency  anemia.  After 
the  tracer  ailments  have  been  selected,  minimal  care  plans  will  be  formulated. 
Minimal  care  plans  provide  the  criteria  by  which  the  quality  of  care  in  these 
process  areas  will  be  evaluated  and  also  Indicate  which  health  service  process 
is  highlighted  by  the  tracer  selected.  In  this  example,  middle  ear  infection 
will  highlight  evaluation,  management,  and  follow-up,  while  iron  deficiency 
anemia  will  highlight  screening,  evaluation,  management  and  follow-up. 5 

A  sample  of  records  from  this  target  group  would  be  taken  and  the 
prevalence  rate  of  the  tracer  ailments  would  be  determined  for  the  sample. 

This  rate  would  then  be  compared  to  an  expected  population  prevalence  rate 
which  was  determined  from  a  review  of  the  literature.  A  lower  sample  preva¬ 
lence  rate  may  indicate  there  is  a  problem  with  the  clinic's  screening  procedures. 
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Next,  a  sample  of  the  records  of  individuals  identified  as  having  the 
tracer  condition  from  the  target  group  are  compared  to  the  minimal  care  plan 
criteria.  Information  gathered  during  this  procedure  will  Indicate  the 
quality  of  care  provided  in  the  different  process  activities  targeted  by  the 
tracer  ailments. 

The  preceding  has  been  a  simplified  example  to  show  how  the  tracer  method 
works,  and  the  results  would  only  be  applicable  to  the  targeted  population. 

In  order  to  make  a  reliable  evaluation  of  the  overall  quality  of  the  clinic, 
more  than  one  target  group,  each  with  a  set  of  tracers,  should  be  selected  for 
a  study.  Analyses  of  target  groups,  by  carefully  selected  sets  of  tracers  and 
their  minimal  care  criteria,  can  locate  specific  deficiencies  in  a  health  care 
program.  The  use  of  several  sets  of  tracers  permits  the  consideration  of  a 
range  of  health  services  activities  instead  of  focusing  on  an  isolated  patient 
or  health  professional  that  traditional  methods  use.  The  use  of  tracers  allows 
for  specificity  in  finding  when,  how,  and  by  whom  the  condition  was  first 
identified;  how  and  by  whom  it  was  or  was  not  treated;  and  what  the  results  were. 

The  Tracer  Methodology  can  be  applied  to  a  variety  of  organizations 
providing  health  services,  with  the  ambulatory  or  outpatient  setting  being  its 
primary  focus.  In  all  settings,  whether  it  is  a  neighborhood  health  clinic, 
a  health  maintenance  organization,  or  an  individual  physician,  this  method  will 
indicate:  how  well  the  organization  serves  the  people  in  the  community,  the 
appropriateness  of  screening  services  provided,  and  whether  the  care  provided 


meets  minimal  medical  standards. 
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Research  Statement 

Utilizing  the  Tracer  Methodology,  assess  the  care  provided  by  an  out¬ 
patient  clinic  of  Walson  Army  Community  Hospital. 

Objectives 

1.  Determine  the  demographic  characteristics  (age,  sex)  of  the  popu¬ 
lation  served  by  an  outpatient  clinic  and  select  target  groups  to  be  studied. 

* 

2.  Select  tracers,  from  common  ailments  treated  by  the  outpatient  clinic, 
which  will  target  the  groups  identified  in  Objective  Number  One  and  the  process 
activities  of  the  health  service  delivery  of  the  clinic. 

3.  Establish  minimal  care  criteria  for  the  screening,  evaluation, 
management  and  follow-up  of  the  ailments  selected  as  tracers. 

4.  Through  a  literature  review,  establish  expected  prevalence  rates  of 
the  ailments  selected  as  tracers  in  the  target  groups. 

5.  Sample  records  to  determine  prevalence  of  tracers  in  individuals 
from  target  groups  treated  at  the  outpatient  clinic. 

6.  Take  a  random  sample  of  the  records  of  individuals  identified  as 
having  a  tracer  ailment  and  compare  it  to  the  minimal  care  criteria  and 
evaluate  those  findings. 


Criteria 

1.  A  random  sample  of  the  records  of  Individuals  in  the  target  groups 
treated  at  the  outpatient  clinic  will  be  taken  to  determine  the  prevalence 


6 


rate  of  the  selected  tracers  in  the  individuals  of  target  groups  treated  at 
the  clinic.  Prevalence  rates  will  be  determined  with  a  95  percent  confidence 
interval  and  compared  to  the  expected  population  prevalency  rate. 

2.  A  random  sample  of  the  records  of  individuals  identified  as  having 
a  tracer  ailment  will  be  taken,  and  the  care  documented  in  their  records  will 
be  compared  to  the  minimal  care  criteria  established  for  the  particular  ail¬ 
ment.  If  it  is  found  that  20  percent  of  the  records  surveyed  do  not  comply 
with  the  criteria  established  for  a  process  element,  then  this  will  identify 
that  element  as  a  problem  area.  The  intent  of  this  study  is  not  to  define 
quality  of  care  but  to  assess  the  care  provided  in  each  of  the  process 
elements  (screening,  evaluation,  management  and  follow-up)  of  the  health  care 
delivery  system  and  to  identify  problem  areas  in  the  system. 

,,  Assumptions 

1.  The  demographic  information  received  is  representative  of  the 
population  served  by  the  Walson  Army  Community  Hospital  outpatient  clinic 
chosen  for  this  study. 

2.  The  random  sample  of  records  taken  to  be  compared  to  the  minimal 
care  criteria  are  representative  of  the  care  received  by  all  individuals  in 
the  target  groups  with  the  tracer  element. 

3.  The  records  accurately  indicate  the  care  received  by  a  person 
treated  at  the  outpatient  clinic. 


4.  The  quality  of  care  provided  to  Individuals  with  a  tracer  ailment 
will  be  an  indicator  of  the  quality  of  care  of  the  system  delivering  that  care. 
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Limitations 

1.  The  results  of  this  study  will  only  indicate  the  quality  of  care 
at  the  Walson  Army  Community  Hospital  outpatient  clinic  chosen  for  this 
project  and  cannot  be  used  to  indicate  quality  of  care  for  inpatient  services 
at  this  hospital  or  other  outpatient  clinics. 

2.  Selection  of  tracer  ailments  will  be  limited  to  illnesses  with 
minimal  care  plans  already  established  in  the  literature. 

Review  of  the  Literature 

A  review  of  the  literature  showed  that  until  recently  the  majority  of 
health  care  evaluation  methods  revolved  around  the  inpatient  setting  of 
health  care.  However,  in  the  last  several  years  numerous  articles  have 
been  written  discussing  the  need  for  Quality  Assurance  methods  designed 
specifically  for  the  outpatient  setting  and  proposed  methods  for  evaluating 
ambulatory  care. 

The  need  for  the  development  of  ambulatory  health  care  assessment 
techniques  was  pc-vasive  throughout  the  literature.  Dr.  Hill,  in  his 
article,  states  that  mandated  review  of  ambulatory  care  will  soon  become  a 
reality.**  David  Kessner,  in  his  article  on  Quality  Assurance,  says  that 
there  is  no  longer  a  question  on  whether  or  not  there  will  be  mandated 
Quality  Assurance,  but  only  a  question  of  who  will  be  the  first  to  intervene. ^ 
The  need  for  quality  assurance  in  amoulatory  care  is  not  being  driven  solely 
by  the  regulatory  and  accrediting  agencies  mentioned  earlier.  Several 
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rticles  reviewed  Indicated  that  with  the  increased  use  of  outpatient  ser¬ 
vices,  third  party  payers  have  become  increasingly  interested  in  Quality 
Assurance  as  a  means  of  cost  control. 9 »10 

In  reviewing  articles  which  propose  a  method  of  assessing  the  quality 
of  care,  it  becomes  obvious  that  all  of  these  methods  are  in  some  way  based 
on  the  research  and  work  of  Avedis  Donabedian.  Donabedian  in  the  1950's 
developed  a  framework  for  the  assessment  of  health  services  which  he  divided 
into  three  categories:  structure,  process  and  outcome.^  Utilizing 
Donabedian' s  categories,  methods  were  developed  to  asbess  a  health  system 
evaluating  one  or  all  of  the  categories. 

The  structure  category  refers  to  the  physical  facilities  of  the 
health  service  organization:  is  its  location  accessible  to  the  population 
it  serves;  does  it  have  the  necessary  equipment  to  provide  adequate  diag¬ 
nostic  and  therapeutic  care;  etc.  This  category  also  refers  to  the  innate 
characteristics  of  the  health  care  providers:  type  of  provider  specialty; 
are  they  board  certified;  what  are  the  continuing  education  requirements;  etc. 

Process  and  outcome  categories  are  used  to  evaluate  the  adequacy  of 
the  actual  care  rendered  by  the  health  care  provider.  Review  of  the  process 
of  care  can  be  accomplished  either  through  an  explicit  or  implicit  review 
of  records.  An  explicit  review  is  one  in  which  the  care  provided  is  com¬ 
pared  against  explicitly  defined,  generally  accepted  criteria.  An  implicit 
review  of  the  process  of  care  is  one  in  which  there  is  a  subjective  opinion 
of  the  care  rendered,  by  peers  of  the  provider.  The  outcome  category  is  a 
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review  of  the  patient's  health  status  after  the  completion  of  therapy. 
Through  the  utilization  of  this  framework,  using  one  or  a  combination  of  the 
categories  of  review,  most  methods  of  Quality  Assurance  have  been  developed. 

The  Tracer  Methodology  is  no  exception,  and  in  fact  attempts  to 
evaluate  ambulatory  care  utilizing  all  three  of  Donabedian's  categories. 

This  is  accomplished  through  the  unique  use  of  tracer  illnesses  which  are 
tracked  through  the  entire  health  delivery  system:  screening,  evaluation, 
management  and  follow-up. 

By  following  a  tracer  illness  through  the  screening  portion  of  a 
health  system,  this  method  makes  an  attempt  to  identify  problems  in  the 
structure  and  process  categories.  If  it  is  found  that  when  evaluating 
the  screening  for  a  tracer  illness  the  prevalence  of  the  illness  is  less 
than  what  would  be  expected  from  the  served  population  and  the  process  of 
screening  was  acceptable,  this  can  indicate  a  problem  with  access  to  the 
health  system,  a  structural  problem.  The  process  of  care  is  evaluated 
when  the  tracer  illness  is  followed  through  the  evaluation  and  management 
areas  of  the  health  system  and  compared  to  a  set  of  minimal  care  criteria. 
The  outcome  category  is  reviewed  when  the  tracer  illness  is  finally  tracked 
through  the  follow-up  segment  of  the  health  system. 

The  use  of  a  specific  health  problem,  compared  to  a  set  of  criteria, 
to  evaluate  quality  of  care  is  not  new.  Studies  of  this  type  have  been 
conducted  since  the  early  1960's  when  Huntley,  Steinhouser,  and  White^ 
used  hypertension  to  evaluate  care  received  by  patients  in  an  outpatient 
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clinic.  Similar  methods  of  study  were  developed  in  the  1970's,  the  better 
known  of  these  being  the  Comprehensive  Quality  Assurance  System  at  Kaiser- 
Permanente  and  the  Quality  Assurance  Programs  at  the  Harvard  Community  Health 
Plan. These  studies  differ  from  the  tracer  method  in  that  they  are  used 
to  evaluate  discrete  aspects  of  care,  looking  for  specific  problems. 

The  trajectory  method  developed  by  Donabedian,  which  is  an  extension 
of  Williamson's  Health  Accounting  method, ^  is  the  most  similar  assessment 
technique  to  the  tracer  method.  This  method  tracks  the  care  provided  to 
patients  for  a  specified  diagnosis  through  four  care  factors:  diagnostic 
process,  diagnostic  outcome,  therapeutic  process  and  therapeutic  outcome. 

This  makes  it  very  similar  to  the  tracer  method  of  tracking  an  illness 
through  the  processes  of  care.  They  differ  in  that  the  tracer  method  is 
a  more  involved  assessment  by  Including  .screening  and  follow-up  in  the 
evaluation  and  by  targeting  groups  of  people,  not  individuals,  to  be 
evaluated  by  sets  of  illnesses.  The  trajectory  method  takes  a  look  at  a 
very  specific  diagnostic  group  and  is  concerned  only  with  evaluating  how 
the  specific  group  was  managed.  The  results  of  a  study  using  the  trajectory 
method  and  the  other  methods  using  a  single  illness  to  evaluate  medical  care, 
can  only  identify  problems  relating  to  the  care  of  the  specific  illness 
evaluated.  The  results  of  these  studies  cannot  be  used  to  make  evaluations 
of  the  entire  system  providing  the  care.  Whereas,  the  Tracer  Methodology, 
because  it  uses  sets  of  tracer  illnesses  to  evaluate  the  various  activities 
of  a  delivery  system  from  multiple  perspectives  (more  than  one  demographic 
group  and  more  than  one  illness)  can  extrapolate  from  the  results  of  the 
analyses  of  the  tracer  sets  to  the  delivery  system  as  a  whole. 
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Many  of  the  articles  reviewed  mentioned  the  Tracer  Methodology  and 
the  benefits  of  using  the  method,  such  as  being  able  to  evaluate  an  entire 
system,  ^  being  able  to  use  paraprof essionals  in  the  record  evaluation 
because  of  the  type  of  criteria  used,^  and  being  able  to  measure  both 
process  and  outcome. ^  Despite  all  the  benefits  cited  in  the  literature, 
no  article  could  be  found  which  indicated  that  the  Tracer  Methodology  had 
ever  been  utilized  to  evaluate  an  ambulatory  health  service. 

One  article  was  found  describing  a  study  of  the  feasibility  of  using 
the  tracer  method  in  a  pediatric  clinic.  However,  the  study  did  not 
use  the  entire  tracer  method  and  in  actuality  only  studied  the  feasibility 
of  using  one  of  the  tracer  illnesses,  anemia,  cited  in  the  original 
development  of  the  method.  This  study  compared  the  use  of  a  tracer  illness 
to  evaluate  care,  with  an  implicit  review  of  the  same  care.  The  study 

i 

found  that  the  results  were  comparable  whether  using  the  minimally  trained 
nonprofessional  abstractors  of  the  tracer  method  or  the  implicit  review 
of  specialists.  Novick  states  in  his  conclusion  that,  "The  experience 
reported  here  lends  support  to  the  potential  usefulness  of  the  Tracer 
Methodology  within  the  ambulatory  setting.  The  information  gathered 
pointed  out  serious  problems  in  the  process  of  medical  care  and  lent  itself 
to  feedback  into  the  system  of  health  services  delivery. "19 

Ressner,  in  the  development  of  the  tracer  method,  was  looking  for  a 
method  which  would  be  easily  administered,  would  allow  examination  of  the 
entire  matrix  of  a  health  system,  and  would  lend  itself  to  feedback  into 
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the  health  system  being  evaluated.  He  states  that  this  method  provides 
a  workable  conceptual  framework  and  data  base  for  assessing  the  quality 
of  health  services.  The  intent  of  this  research  project  is  to  utilize 
the  Tracer  Methodology  in  its  entirety  to  assess  the  care  provided  by  an 
outpatient  clinic  and  to  provide  feedback,  from  the  results  of  this  study, 
to  the  system  being  evaluated.  The  methodology  described  below  will  be 
used  in  the  application  of  the  tracer  method  in  evaluating  an  outpatient 
clinic  at  Walson  Army  Community  Hospital. 

Methodology 

1.  Select  an  outpatient  clinic  for  use  in  this  project  and  deter¬ 
mine  the  demographic  characteristics  of  the  population  served  by  this 
clinic  through  outpatient  enrollment  information. 

i 

2.  Select  three  target  groups  from  this  population  based  on 
demographic  (sex,  age)  groups  in  the  population  served.  Examples  of 
possible  target  groups  which  may  be  selected  for  study  are:  male/female 
patients,  5  years  old  and  younger;  female  patients,  25  to  64  years  old; 
and  male  patients,  65  years  and  older. 

3.  After  the  three  target  groups  have  been  identified,  two  tracer 
ailments  relevant  to  each  target  group  will  be  selected  to  evaluate  the 
care  rendered  to  each  group.  The  selection  of  two  tracer  illnesses  for 
each  group  allows  for  the  services  provided  to  be  viewed  from  two  per¬ 
spectives  to  avoid  the  risk  of  isolating  anomalous  conditions.  Ear 
infection  and  iron  deficiency  anemia  are  examples  of  what  might  be  used 
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as  tracer  ailments  to  Investigate  the  care  given  to  the  male/ female  patients* 
5  years  old  and  younger.  Table  I  Indicates  other  possible  tracer  Illnesses 
and  the  groups  that  they  are  relevant  to. 

4.  Tracers  selected  for  use  will  be  based  on  the  following  criteria: 

a.  A  tracer  will  have  a  definite  functional  Impact.  Health 
problems  that  are  unlikely  to  be  treated,  or  those  which 
cause  negligible  functional  impairment,  will  not  be  chosen. 

b.  A  tracer  will  be  well  defined  and  easy  to  diagnose. 

c.  Each  tracer  will  have  a  prevalence  rate  high  enough  to 

-  permit  adequate  collection  of  data  [  N(l-P)  >10  ]  from  a 
limited  population  sample.  This  formula  is  a  general 
guideline  which  is  used  to  help  select  a  sample  size 
which  is  large  enough  to  be  statistically  representative 
of  the  population. 

d.  Conditions  for  which  health  services  do  not  alter  progress 
of  the  disease  will  not  be  chosen. 

e.  The  techniques  of  medical  management  of  each  condition 
will  be  well-defined  for  at  least  one  of  the  processes: 
screening,  evaluation,  management  and  follow-up. 

f.  Ailments  which  have  been  identified  as  candidates  for 
use  as  tracers  are:  middle  ear  infection,  vision  dis¬ 
orders,  iron-deficiency  anemia,  hypertension,  urinary 
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tract  infections  and  cervical  cancer.  All  of  these 
illnesses  have  been  found  to  meet  the  criteria  mentioned 
above.  Table  II  indicates  which  processes  of  the  health 
system  these  tracer  conditions  highlight. 

5.  After  the  tracer  ailments  have  been  selected,  minimal  care 
criteria  for  the  screening,  evaluating,  management  and  follow-up  of  the 
ailments  will  be  established.  These  criteria  will  be  taken  from  minimal 
care  plans  found  in  the  literature  and  will  be  reviewed  by  the  physicians 
in  the  outpatient  clinic  chosen  for  this  study,  with  final  approval  by  the 
Deputy  Commander  for  Clinical  Services. 

6.  A  random  sample  of  the  records  of  individuals  in  each  target 
group  treated  at  the  outpatient  clinic  will  be  taken  to  determine  the 
prevalence  rate  of  selected  tracers  in  the  individuals  of  the  target  groups 
treated  at  the  clinic.  Prevalence  rates  will  be  determined  with  a  ninety-five 
percent  confidence  interval  and  compared  to  the  expected  population  prevalency 
rate. 


7.  A  random  sample  of  the  records  of  individuals  in  each  target  group 
identified  in  step  six  as  having  a  tracer  ailment  (sample  size  will  be 
determined  based  on  the  size  of  the  population)  will  be  taken  and  compared 
to  the  minimal  care  plan  criteria  established  for  the  tracer  ailment.  Each 
record  should  meet  one  hundred  percent  of  the  minimal  care  criteria  since  the 
criteria  will  be  established  by  the  physicians  rendering  the  care  and  these 
criteria  represent  the  care  they  feel  is  necessary  to  meet  minimal  medical 
standards.  As  the  records  are  compared  to  the  criteria,  information  will 
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be  gathered  on  how  many  records  meet  and  do  not  meet  the  minimum  care 
criteria  by  process  element  for  each  ailment.  Also,  a  cumulative  total  of 
how  many  records  overall,  for  all  six  tracers,  meet  or  do  not  meet  the 
minimum  care  criteria  for  each  process  element  will  be  kept.  A  problem 
area  will  be  identified  when  20  percent  of  the  records  overall  do  not  meet 
the  criteria  established  for  a  process  area.  The  20  percent  criteria  being 
used  to  identify  a  problem  area  was  established  through  a  heuristic  approach. 

A  literature  review  and  questioning  of  regulating  agencies  (JCAH,  New  Jersey 
Hospital  Association  and  New  Jersey  Professional  Review  Organization)  revealed 
that  criteria  for  record  audits  have  never  been  established  for  outpatient 
settings.  An  offshoot  of  this  study  will  be  the  gathering  of  data  on  the 
validity  of  using  20  percent  for  the  standard  in  identifying  a  problem  area. 
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DISCUSSION 

Selection  of  an  Outpatient  Clinic,  Target  Groups,  and  Tracer  Illness 

The  first  step  of  this  project  involved  the  selection  of  an  appropriate 
clinic  in  which  to  conduct  this  study.  The  reason  for  the  design  of  the 
tracer  methodology  was  to  create  a  method  of  evaluating  the  care  provided 
to  the  entire  range  (all  ages  and  both  sexes)  of  people  being  cared  for  by 
a  health  system.  In  addition,  this  method  was  developed  to  evaluate 
ambulatory  services  which  served  a  known  population.  A  review  of  each  of 
the  outpatient  clinics  at  Walson  Army  Community  Hospital  revealed  that  only 
the  Family  Practice  Clinic  was  ideally  suited  to  the  application  of  the 
tracer  method.  The  Family  Practice  Clinic  is  the  only  clinic  which  treats 
both  male  and  female  patients  from  pediatrics  to  geriatrics.  Also,  because 
of  the  enrollment  requirements  for  membership  in  this  clinic,  the  Family 
Practice  Clinic  is  the  only  clinic  which  serves  a  known  population.  Because 
the  appropriate  selection  of  tracer  illnesses  is  based  on  demographic  groups, 
it  is  important  to  know  the  population  served  by  a  clinic  in  order  to  utilize 
the  Tracer  Methodology. 

After  the  Family  Practice  Clinic  was  chosen  as  the  study  site,  the 
enrollment  files  were  reviewed  to  determine  the  demographics  of  the  popula¬ 
tion  served  by  this  clinic.  Figure  I  shows  the  results  of  this  review. 

The  demographic  information  shown  should  be  accurate  because  the  Family 
Practice  Clinic  had  just  recently  updated  their  enrollment  files. 

The  next  step  of  the  project  was  to  select  the  three  demographic 
groups  to  be  used  in  this  study.  By  comparing  the  demographic  information 
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FAMILY  PRACTICE  CLINIC  ENROLLMENT 


Male 

Female 

0-5  years 

210 

217 

6-16  years 

328 

344 

17-25  years 

163 

176 

26-45  years 

545 

531 

46-65  years 

178 

162 

66+  years 

32 

18 

Subtotals 

1456 

1448 

Total  Enrolled  in  Clinic:  2904 


FIGURE  I 


22 


in  Figure  I  to  the  possible  tracer  illness  and  their  relevancy  to  the 
different  age  groups  shown  in  Table  I  and  keeping  in  mind  that  this  method 
was  developed  to  evaluate  care  provided  to  the  entire  range  of  people 
served  by  the  clinic,  the  following  target  groups  were  selected. 

Male  and  female  children,  zero  to  five  years  old,  was  the  first  group 
selected.  This  group  was  identified  for  inclusion  in  the  study  because  it 
represents  approximately  15  percent  of  the  population  served  and  when 
compared  to  the  possible  tracer  conditions,  it  shows  that  there  are  two 
conditions  which  can  be  used  in  the  evaluation  of  this  group.  In  addition, 
evaluation  of  this  group  will  provide  information  concerning  the  treatment 
of  the  youngest  age  group  served  by  this  clinic. 

The  second  group  chosen  was  females  between  the  ages  of  26  and  45 
years  old.  Similar  -reasons  were  used  in  the  selection  of  this  group.  The 
group  represents  almost  20  percent  of  the  population  served;  and  when  com¬ 
pared  to  Table  I,  it  shows  that  there  are  several  tracer  conditions  to 
choose  from  for  the  evaluation  of  care  rendered  to  the  group.  The  evaluation 
of  this  group  will  also  allow  the  collection  of  data  on  the  care  rendered 
to  the  mid-range  of  the  age  distribution  of  this  population.  Males  aged 
26  through  45  were  considered  as  a  target  group;  they  were  not  selected 
primarily  because  a  review  of  the  literature  indicated  that  the  prevalence 
of  the  tracer  conditions  identified  for  use  in  this  study  would  not  be 
high  enough  to  permit  proper  collection  of  data.  A  second  reason  this  group 
was  not  chosen  was  because  the  majority  of  people  who  fell  into  this 
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category  were  active  duty  military  who  participate  in  a  mandated  physical 
fitness  and  weight  control  program.  It  was  felt  this  group  would  be 
healthier  than  a  similar  civilian  group  and  would  provide  skewed  data  as  a 
result. 

The  last  group  chosen  was  males  and  females  46  years  of  age  or  older. 
This  group  was  chosen  to  provide  data  on  the  provision  of  care  to  the  oldest 
segment  of  this  clinic's  population.  The  last  age  groups  of  the  family 
practice  enrollment  were  combined  to  form  one  target  group  large  enough 
to  adequately  collect  data  from.  Again,  a  comparison  of  Table  I  showed 
that  there  were  several  tracer  conditions  available  for  use  in  the 
evaluation  of  this  target  group. 

These  three  groups  when  combined  represent  46  percent  of  the  population 
served  by  the  Family  Practice  Clinic.  By  evaluating  the  care  provided  to 
these  three  groups,  nearly  half  of  the  population  served  will  be  evaluated. 
This  is  one  reason  why,  when  using  the  tracer  methodology,  evaluations  of 
entire  health  systems  can  be  made  from  the  data  collected  from  the  analysis 
of  the  tracer  sets. 

Selection  of  tracer  ailments  to  evaluate  each  of  the  selected  target 
groups  was  the  next  step  in  the  formulation  of  this  study.  Tracers  were 
selected  by  using  Table  I,  the  relevancy  of  tracer  ailments  to  age  groups; 
Table  II,  the  processes  of  care  highlighted  by  a  tracer  ailment  and  a 
literature  review  of  the  prevalence  of  each  of  these  tracers.  By  using 
the  data  from  each  of  these  tables,  tracer  ailments  were  selected  insuring 
that  each  target  group  was  covered  by  two  relevant  tracer  ailments  and 
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that  each  process  element  of  care  was  also  evaluated  by  at  least  two  tracer 
conditions.  Based  on  the  above  information,  the  following  tracers  were 
selected  for  each  of  the  target  groups. 

For  the  male/female  zero  to  five  year  old  group,  iron-deficiency 
anemia  and  middle  ear  infection  were  chosen  as  the  tracers.  A  literature 
review  showed  that  the  expected  prevalence  for  iron-deficiency  anemia  for 
this  age  group  is  4.6  percent^,  and  showed  a  20  percent  prevalence  for 
middle  ear  infection. ^  A  review  of  Table  II  shows  that  iron-deficiency  anemia 
highlights  the  health  care  processes  of  screening,  evaluation,  management, 
and  follow-up,  while  middle  ear  infection  highlights  evaluation ,  management, 
and  follow-up. 

For  the  group  females  age  26  to  45  years  old,  urinary  tract  infection 
and  cervical  cancer /were  selected  as  the  tracers.  The  expected  prevalence 
found  in  the  literature  for  urinary  tract  infections  for  this  group  was 
10  percent.^  The  expected  prevalence  for  cervical  cancer  was  found  to  be 
1.4  percent.^  The  evaluation  of  the  target  group  by  the  ailment,  urinary 
tract  infection,  will  highlight  the  health  care  processes  of  evaluation, 
management  and  follow-up,  and  cervical  cancer  will  highlight  screening, 
evaluation,  management  and  follow-up. 

Tracers  selected  for  the  last  target  group,  male/female  46  years  of 
age  or  older,  are  urinary  tract  infection  and  essential  hypertension.  The 
expected  prevalence  for  urinary  tract  infection  for  this  group  was  found 
to  be  10  percent  for  women  age  45  and  older  until  age  65  when  it  would 
increase  to  20  percent,  the  same  rate  that  is  expected  for  men  at  age  65. 
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The  expected  rate  for  men  age  46  to  65  is  1.6  percent. ^  The  prevalence 
rate  for  hypertension  in  males  and  females  of  this  age  group  was  found  to 
be  16.4  percent. ^  Urinary  tract  infection,  as  in  the  evaluation  of  the 
female  age  26  to  45,  will  highlight  the  health  care  processes  of  evaluation, 
management  and  follow-up.  Evaluation  of  this  group  using  essential  hyper¬ 
tension  will  provide  information  on  the  care  processes  of  screening, 
evaluation,  management,  and  follow-up.  Table  III,  which  depicts  the  tracer 
ailments  selected  for  use  in  this  study  and  the  processes  of  care  they  high¬ 
light,  graphically  illustrates  how  the  use  of  a  set  of  tracers  allows  for 
the  thorough  evaluation  of  the  entire  health  system.  As  the  table  indicates, 
only  one  process  of  care  is  being  evaluated  from  less  than  five  different 
perspectives. 


Establishing  Minimal  Care  Criteria 

One  of  the  most  important  steps  after  the  identification  of  target 
groups  and  tracer  ailments  is  the  establishment  of  minimal  care  criteria 
for  each  of  the  tracer  ailments.  Without  formal  criteria,  objective  evalua¬ 
tions  and  analysis  cannot  be  made.  One  of  the  main  criticisms  of  methods 
of  quality  assessment  which  use  set  criteria  to  evaluate  care  is  that  the 
criteria  are  too  rigid,  leaving  no  room  for  clinical  judgement  in  differences 
in  severity  of  cases. ®  On  the  other  hand,  many  complain  an  implicit  review 

of  care  is  unstandardized,  often  arbitrary  and  usually  has  no  measurable 

q 

feedback  in  the  delivery  system. 

The  development  of  criteria  under  the  guidelines  of  the  Tracer 
Methodology  makes  an  attempt  to  compromise  between  these  two  problems  in 
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reviewing  the  process  of  care.  Kessner ,  in  the  development  of  the  tracer 
method,  recognized  this  problem  and  set  three  basic  guidelines  that  when 
followed  should  eliminate  this  problem.  These  guidelines  are:  (1)  the 
criteria  should  outline  minimal,  or  base-line  care,  with  the  physicians  who 
are  to  be  evaluated  establishing  the  criteria;  (2)  the  criteria  should  be 
pragmatic,  taking  into  account  variances  in  medical  practices  and  equipment 
available  for  diagnostic  evaluations;  and  (3)  the  criteria  should  be 
periodically  updated  and  revised.  By  using  these  three  guidelines  and  by 
keeping  in  mind  that  the  criteria  developed  are  a  plan  broadly  applicable 
to  populations  of  patients  and  not  a  management  formula  for  individual 
patients,  room  will  be  left  for  an  implicit  judgement  by  the  reviewer. 

The  minimal  care  criteria  developed  by  Ressner  in  the  formulation  of 
the  tracer  methodology  were  used  as  the  basis  for  the  development  of  criteria 

i 

for  use  in  this  study.  These  criteria  already  met  most  of  the  guidelines 
for  development  of  criteria  lacking  only  updating,  revising  and  agreement 
by  the  physicians  being  evaluated  in  this  study.  The  participation  of  the 
physicians  in  the  updating  and  agreement  of  the  criteria  to  be  used  turned 
out  to  be  one  of  the  hardest  parts  of  the  study.  The  physicians  first 
showed  reluctance  to  participate  in  this  study  even  though  it  was  presented 
to  them  as  a  means  of  providing  feedback  on  how  well  they  were  providing 
care.  It  was  stressed  they  were  the  ones  who  would  decide  what  the  base¬ 
line  care  should  be,  and  that  the  evaluation  would  provide  feedback  as  to 
how  well  they  were  meeting  what  they  themselves  established  as  minimally 
acceptable  medical  care.  After  several  weeks  of  prodding  and  further 
explanation,  several  doctors  took  an  active  role  in  the  updating  of  the 
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criteria  and  the  others  nodded  agreement.  The  criteria  enclosed  in 
Appendices  A  through  E  are  the  result  of  the  update  by  the  Family  Practice 
Clinic  physicians  and  are  the  criteria  used  in  the  evaluation  of  the  care 
rendered  to  the  selected  tracer  ailments. 

Random  Sample  of  Target  Groups 

After  the  criteria  had  been  developed,  the  next  step  in  the  study  was 
to  take  a  random  sample  of  the  records  of  each  target  group  to  identify  the 
tracer  illness  being  used  to  evaluate  the  care  rendered.  The  random  sample 
method  of  Identifying  tracer  ailments  is  used  for  two  reasons,  the  first 
being  that  the  point  prevalence  of  the  tracer  illness  in  the  target  population 
will  be  determined  through  this  random  sample.  The  second  reason  for  using 
a  random  sample  is  that  other  methods  of  identifying  cases  can  influence  the 
findings  of  the  evaluations.  For  example,  if  the  doctors  were  asked  to  keep 
a  record  over  a  period  of  time  of  the  patients  they  had  treated  for  a  specific 
condition,  then  they  may  be  more  apt  to  pay  closer  attention  to  these  illnesses, 
in  essence  the  Hawthorne  effect.  If  drug  profiles  are  used  from  the  pharmacy 
to  identify  cases,  such  as  identifying  patients  on  iron  compounds,  which 
indicates  cases  of  iron-deficiency  anemia,  then  the  evaluation  of  these  cases 
alone  will  miss  the  cases  of  iron-deficiency  anemia  being  treated  by  diet 
without  drug  intervention. 

A  systematic  random  sample  of  each  of  the  targeted  groups  was  used  as 
the  sampling  technique.  The  sampling  of  the  respective  target  populations 
was  drawn  from  the  enrollment  files  of  the  Family  Practice  Clinic.  For  the 
target  population  of  male/female  children,  age  zero  to  five  years,  every 
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fourth  child  falling  into  this  category  was  selected  to  be  sampled.  The 
same  sampling  method  was  used  for  the  female  group  aged  26  to  45  years; 
every  fourth  person  falling  into  this  category  was  selected  for  sampling. 

In  the  last  group,  male/females  46  years  of  age  and  older,  every  third 
person  falling  into  this  category  was  selected  for  sampling.  Every  third 
person  was  selected  in  this  group  because  of  its  smaller  size.  Because  the 
enrollment  of  the  Family  Practice  Clinic  is  evenly  divided  between  the 
doctors  this  method  of  sampling  also  ensured  that  an  equal  number  of 
patients  from  each  doctor  was  selected  for  review. 


The  results  of  the  audits  for  each  tracer  condition  are  depicted  in 
Figure  II.  The  95  percent  confidence  interval  for  the  sampled  point 
prevalency  rates  was  calculated  using  the  formula  p  ±  z^  ( 1-p) /n , 

Where  p  is  the  calculated  prevalence  of  the  sample  taken,  n  is  the  sample 

* 

size  used  in  the  calculation  of  the  sample  prevalence,  and  z  is 

the  reliability  coefficient,  which  is  equal  to  1.96  when  using  a  95  percent 
confidence  interval.  This  method  of  calculating  a  confidence  interval  for 
a  prevalency  rate  can  only  be  used  when  np  (sample  size  times  prevalency) 
and  n(l-p)  (sample  size  times  one  minus  the  prevalency)  are  both  greater  than 
five.  When  this  criteria  is  met,  it  can  be  assumed  that  the  sampling 
distribution  of  p  is  close  to  the  normal  distribution  and  the  formula 
above  can  be  used. 


As  can  be  seen  in  Figure  II,  all  of  the  sample  prevalence  rates  are 
slightly  higher  than  the  expected  prevalence  rates,  with  the  exception  of 
cervical  cancer  and,  in  the  older  age  group,  urinary  tract  infection.  Because 
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confidence  interval  cannot  be  determined  because  the  criteria  of  np  5  cannot  be  met 
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of  the  low  prevalence  rate  of  cervical  cancer,  the  difference  seen  In  the 
sample  prevalence  rates  and  the  expected  prevalence  rate  Is  not  considered 
practically  significant  and,  therefore,  does  not  indicate  a  problem  in  the 
structural  evaluation  of  the  clinic,  i.e.,  access  to  the  facility.  The 
analysis  of  how  many  records  met  the  screening  criteria  for  this  tracer, 
the  next  step  of  this  method,  will  be  an  indicator  of  how  well  the  process 
of  screening  for  this  tracer  illness  is  carried  out. 

At  first  glance  the  prevalence  rate  found  for  urinary  tract  infection 
appears  to  be  lower  than  was  expected;  however,  it  should  be  noted  that 
the  sample  prevalency  rate  is  a  combination  of  male  and  female  cases.  Of 
the  records  audited,  58  were  women  and  45  were  men;  based  on  this  and  the 
expected  prevalency  rates,  one  should  expect  to  find  5.8  cases  of  urinary 
tract  infection  from  the  women's  group  and  one  case  from  the  male  group 

t 

for  a  total  of  6.8  cases.  This  is  only  1.8  more  cases  than  was  found  and 
considering  the  low  prevalency  rate  of  this  tracer  illness  in  this  age  group, 
the  finding  was  also  considered  not  practically  significant. 

The  prevalency  rates  determined  from  the  random  sample  at  the  target 
groups  do  not  indicate  a  problem  in  Donabedian's  structure  category  of 
evaluation.  However,  a  finding  from  this  audit  does  indicate  that  there 
is  a  problem  with  the  administration  of  records  storage,  a  structural 
category  problem.  Thirty- three  percent  of  the  records  in  the  female  26  to 
45  year  old  category,  20  percent  of  the  children's  records,  and  16  percent 
of  the  46  year  old  and  older  category  could  not  be  found.  A  record  was 
classified  as  not  found  if  it  was  not  in  the  outpatient  records  room  and 
there  was  no  record  of  it  being  checked  out  to  a  clinic  or  individual. 
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Because  of  the  very  recent  updating  of  the  Family  Practice  Clinic  enrollment, 
it  is  not  thought  that  these  records  belonged  to  people  who  had  moved  from 
the  area  and  had  not  yet  been  dropped  from  the  enrollment  files.  More 
likely,  these  records  are  being  kept  by  the  individuals  not  wanting  to 
turn  in  their  records  to  the  records  room.  Records  not  filed  in  the 
records  room  could  present  a  problem  in  the  quality  of  care  in  that  the 
results  of  diagnostic  tests,  consultation  results  and  other  pertinent 
medical  information  may  not  become  filed  in  the  medical  record.  As  a 
result,  when  a  patient  does  bring  their  record  in  when  they  see  a  physician, 
he  will  not  have  all  the  information  necessary  to  make  a  proper  evaluation, 
or  at  the  very  least  it  will  cause  a  duplication  in  diagnostic  testing  and 
consultations. 


Comparison  of  Records  to  Minimal  Care  Criteria 

i 

The  last  step  of  this  study  involved  the  comparison  of  the  tracer  cases 
found  in  the  random  sample  of  the  previous  step  to  the  minimal  care  criteria 
for  each  condition.  The  methodology  states  that  a  sample  of  the  cases  found 
would  be  compared  to  the  criteria,  but  due  to  the  lower  number  of  cases  found 
all  tracer  illnesses  identified  were  compared  to  their  respective  minimal  care 
criteria.  The  results  of  the  comparison  are  described  below. 

Male/Female  0-5  Years  Old 

The  tracers  selected  for  the  evaluation  of  this  target  group  were 
middle  ear  infection  and  iron-deficiency  anemia.  It  was  understood  that 
due  to  the  low  expected  prevalency  rate  of  iron-deficiency  anemia  not  many 
cases  of  this  tracer  would  be  found.  However,  the  primary  reason  for  the 
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use  of  this  tracer  was  to  evaluate  the  process  of  screening  in  this  clinic. 

All  78  records  sampled  in  this  group  were  compared  to  the  screening  criteria 

for  iron-deficiency  anemia.  Because  of  this  and  the  fact  that  the  second 
tracer  in  this  set  had  a  high  expected  prevalency  rate,  it  was  felt  this 

tracer  set  would  provide  adequate  data  for  the  analysis  of  the  care  provided 

to  this  target  group.  Table  IV  shows  the  results  of  the  comparison  of  the 
identified  cases  against  the  established  minimal  care  criteria.  Appendices 
A  and  B.  This  table  shows  the  number  of  records  which  met  and  did  not 
meet  100  percent  of  the  criteria  by  process  element. 

In  evaluating  the  cases  of  middle  ear  infection,  two  of  the  cases 
identified  in  the  random  sample  of  records  were  not  compared  to  the  minimal 
care  criteria.  These  two  records  indicated  follow-up  visits  for  middle  ear 
infection  but  the  initial  evaluation  and  management  information  -were  not  in 

t 
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the  record;  because  of  this  they  could  not  be  evaluated  against  the  criteria. 
This  may  be  an  example  of  the  result  of  records  not  being  maintained  in  the 
records  room.  As  an  example,  the  initial  treatment  of  these  cases  may  have 
occurred  in  the  Emergency  Room.  If  the  records  were  not  maintained  in  the 
records  room  Emergency  Room  treatment  information  could  not  be  filed  in 
the  record  when  it  was  sent  to  the  records  storage  room,  the  end  result  being 
an  incomplete  record. 

Three  cases  did  not  meet  the  criteria  for  the  health  process  of 
evaluation  because  the  records  did  not  indicate  presenting  symptoms  and 
their  duration.  All  11  cases  which  did  not  meet  the  criteria  for  management 
of  this  condition  did  so,  not  because  of  inappropriate  prescription  of 
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drugs,  but  because  these  records  did  not  Indicate  the  duration  of  the  drug 
treatment.  The  four  records  not  meeting  the  follow-up  criteria  did  so 
because  the  records  did  not  show  any  directions  for  follow-up  and  a 
follow-up  exam  was  not  noted  in  the  records.  Because  the  physicians 
cannot  make  an  individual  come  in  for  a  follow-up  exam,  the  criteria  for 
a  follow-up  exam  were  considered  to  be  met  if  the  record  indicated  instruc¬ 
tions  were  given  for  a  follow-up  exam.  Information  of  interest  to  the 
physicians  of  this  clinic  which  came  out  of  the  evaluation  of  this  process 
was  that  of  the  29  patients  instructed  to  schedule  a  follow-up  appointment, 
23  actually  came  in  for  a  follow-up  exam. 

In  the  evaluation  of  the  processes  of  care  by  the  iron-deficiency 
anemia  tracer,  it  should  be  noted  that  of  the  78  records  compared  to  the 
screening  criteria,  there  were  no  records  identified  that  did  not  meet  the 

i 

screening  time  and  frequency  criteria.  All  infants  6  to  12  months  of  age 
were  screened  and  all  individuals  Identified  as  being  in  a  high  risk  group 
were  being  screened  at  least  once  a  year.  An  individual  was  considered  to 
be  in  a  high  risk  group  if  there  was  a  prior  history  of  anemia,  was  in  a 
low  socio-economic  group,  or  was  a  member  of  the  Women  and  Infant  Children 
(WIC)  Program.  The  pay  grade  of  E-5  and  below  was  used  as  an  indicator  of 
lower  socio-economic  group,  because  it  is  from  this  group  that  most  of  the 
WIC  members  are  identified.  A  possible  explanation,  revealed  through  the 
audit  of  these  records,  for  the  100  percent  compliance  with  the  time  and 
frequency  screening  criteria  is  that  the  doctors  in  this  clinic  appear  to 
regularly  order  a  hemoglobin  and  hematocrit  during  the  annual  physical 
exam  for  all  children  in  this  age  group. 
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The  five  records  which  did  not  meet  the  criteria  for  screening  are 
five  cases  in  which  abnormal  lab  results,  hemoglobins  less  than  11  Hgb  (100m), 
were  found  in  the  record  but  no  mention  of  an  evaluation  of  this  condition 
could  be  found  in  the  record.  A  positive  note  to  this  finding  is  that, 
although  there  is  no  mention  of  the  abnormal  result  in  the  record,  in  all 
but  one  of  these  cases  another  hemoglobin  and  hematocrit,  which  was  normal, 
was  found  in  the  record  ranging  from  two  weeks  to  two  months  after  the 
initial  abnormal  finding.  The  lab  results  of  the  one  case  with  no  repeat 
hemoglobin  were  dated  just  one  month  prior  to  the  audit  of  the  records. 

The  two  cases  that  did  not  meet  the  criteria  for  evaluation  did  so 
because  the  cardiac  and  abdominal  description  and  the  diet  and  milk  intake 
history  were  not  recorded  in  the  record.  The  one  case  that  did  not  meet 
the  management  criteria  failed  to  indicate  in  the  records  what  management 
actions  were  being  taken  in  this  case.  The  one  case  which  did  not  meet 
the  follow-up  criteria  did  not  indicate  that  a  repeat  hemoglobin  or 
hematocrit  had  been  taken. 

In  reviewing  the  care  provided  to  this  group,  through  the  evaluation 
by  a  set  of  tracer  conditions,  it  appears  that  they  are  receiving  more 
than  adequate  care.  There  is  only  one  health  care  process,  management, 
in  which  80  percent  of  the  records  audited  did  not  meet  100  percent  of 
the  minimal  care  criteria.  The  reason  for  this  process  not  meeting  100 
percent  of  the  criteria,  failure  to  indicate  the  duration  of  treatment,  is 
not  a  crucial  health  risk  finding  considering  the  widely  accepted  standard 
of  a  seven  to  ten  day  course  of  antibiotic  treatment  for  middle  ear  infection. 
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However,  this  information  is  still  important,  especially  if  follow-up  care 
is  required,  and  steps  should  be  taken  in  the  clinic  to  ensure  proper  docu¬ 
mentation  of  the  duration  of  treatment. 

Females  26  to  45  Years  Old 

This  target  group  has  one  tracer,  cervical  cancer,  with  a  low 
prevalence  rate,  but  as  was  the  case  with  the  evaluation  of  the  children's 
target  group,  this  tracer  was  primarily  used  to  gather  information  about 
the  screening  process.  Again,  the  other  tracer,  urinary  trace  infection, 
has  a  high  enough  prevalency  rate  to  permit  the  adequate  collection  of 
data  to  evaluate  the  care  provided  in  the  other  process  areas.  The  minimal 
care  criteria  for  these  two  tracers  can  be  found  at  Appendices  C  and  D. 

A  review  of  Table  V  shows  that  the  only  problem  area  identified  in 
the  evaluation  of  this  target  group  was  in  the  process  of  evaluation.  The 
primary  problem  that  occurred  in  this  area  was  under  the  physical  exam 
portion  of  the  evaluation  criteria.  Of  the  eight  records  which  did  not  meet 
the  evaluation  criteria,  all  eight  failed  to  indicate  in  the  records  an  exam 
of  the  genitalia.  In  addition  to  this,  four  of  these  eight  records  did  not 
mention  the  palpation  of  the  abdomen  with  reference  to  the  suprapubic  and 
costovertebral  angle.  Because  the  criteria  are  the  minimum  or  base-line 
care,  this  appears  to  be  a  clinically  significant  finding.  It  may  be  argued 
that  the  exam  was  conducted  by  the  physician  but  not  documented  in  the  record 
however,  the  criteria  developed  for  this  area  were  relatively  few  in  number 
and  considered  important  data  to  be  recorded  in  the  patient's  record.  The 

lack  of  recording  Important  elements  of  the  process  of  care  is  in  itself  a 

> 

medical  care  deficiency. 
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Another  finding  from  the  evaluation  of  this  target  group  is  that 
approximately  10  percent  of  the  records  audited  did  not  meet  the  screening 
criteria  for  cervical  cancer.  A  description  of  the  eight  cases  found  not 
to  meet  the  screening  criteria  is  as  follows:  none  of  the  women  were  on 
oral  contraceptives;  three  of  the  women  had  no  indication  in  their  records 
of  a  PAP  smear  for  four  years  and  all  had  been  a  member  of  the  Family  Practice 
Clinic  for  more  than  a  year;  the  other  five  women  had  no  history  of  a  PAP 
smear  in  the  records  ranging  from  five  to  ten  years  with  all  but  one  being 
a  member  of  the  Family  Practice  Clinic  for  at  least  a  year. 

There  are  two  positive  findings  of  this  evaluation,  the  first  being 
the  one  case  of  a  Class  III  PAP  smear  finding  met  all  the  criteria  established 
for  this  tracer  illness.  The  second  positive  finding  highlighted  by  the 
screening  criteria  of  this  tracer  is  that  all  women  who  were  on  oral  con¬ 
traceptives  and  all  women  with  a  history  of  abnormal  PAP  smears  met  the 
screening  criteria.  This  indicates  high  risk  categories  are  receiving 
proper  screening  attention. 

A  review  of  the  overall  results  of  the  evaluation  of  this  target  group 
shows  that  only  one  process  of  care,  evaluation,  did  not  have  at  least  80 
percent  of  the  results  audited  meet  100  percent  of  the  minimal  care  criteria. 
Because  of  the  possible  clinical  significance  of  the  specific  criteria  not 
met  in  this  evaluation,  further  study  into  this  area  is  indicated.  Having 
spent  time  observing  the  operation  of  this  clinic,  a  possible  explanation 
for  the  high  number  of  records  not  indicating  an  exam  of  the  genitalia  and 
abdomen  is  the  way  the  doctors'  offices  are  set  up.  A  doctor  does  not  have 
an  office  and  an  exam  room;  they  are  combined  in  one  room.  As  a  result. 
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when  a  woman  comes  in  with  a  complaint  it  appears  to  be  difficult  to  make 
the  transition  from  a  doctor's  office  to  an  exam  room.  This  is  only 
conjecture  at  this  point  and  provides  an  area  which  can  be  looked  into  in 
follow-up  studies  of  this  finding. 

Male/Female  46  Years  and  Older 

The  care  rendered  to  this  group  was  evaluated  by  the  tracer  set  of 
urinary  tract  infection  (Appendix  C)  and  essential  hypertension  (Appendix  E) . 
Essential  hypertension  was  chosen  because  it  provides  information  on  the 
screening  process  and  has  a  high  enough  expected  prevalency  rate  to  be 
useful  in  the  collection  of  data  for  the  evaluation  of  the  other  process 
elements.  Urinary  tract  infection  was  chosen  because  this  is  an  illness 
which  can  be  applied  to  both  male  and  female  and  because  the  expected 
prevalency  rate  becoftnes  approximately  equal  after  the  age  of  65. 

Reviewing  the  results  (Table  VI)  of  the  evaluation  of  care  provided 
to  this  group,  it  appears  there  is  a  problem  in  both  the  evaluation  and 
management  processes  for  essential  hypertension.  In  a  look  at  the  results 
of  the  criteria  for  the  process  of  evaluation,  it  was  found  that  of  the 
seventeen  records  not  meeting  the  criteria,  ten  of  them  did  not  record  a 
supine  blood  pressure;  four  did  not  record  a  fundoscopic  exam;  twelve  did 
not  record  a  description  of  the  thyroid  and  neck  veins;  thirteen  did  not 
record  a  description  of  an  abdominal  exam;  eight  did  not  record  a  description 
of  peripheral  pulses  and  edema;  and  thirteen  did  not  record  a  family  history 
of  high  blood  pressure.  In  addition  to  these  findings,  four  of  the  hyper¬ 
tension  cases  were  not  compared  to  the  minimal  care  criteria  because  no 
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evaluation  of  the  patient  along  the  lines  of  these  criteria  could  be  found 
in  the  record  even  though  the  record  indicated  drugs  were  being  prescribed 
for  hypertension.  Another  two  cases  were  not  compared  to  the  criteria 
because  of  incomplete  records. 

These  results  are  clinically  significant  and  indicate  an  area  which 
should  be  studied  further.  It  may  be  argued  that  the  items  not  recorded 
in  the  record  should  be  recorded  only  if  the  findings  were  abnormal. 

However,  in  the  development  of  the  criteria,  items  five  through  twelve 
under  2. A.  (See  Appendix  G)  were  the  only  items  identified  as  not  needing 
to  be  recorded  if  the  results  were  normal.  It  may  also  be  argued  that 
the  exams  were  conducted  but  were  not  recorded  in  the  record  and  again, 
the  answer  to  this  is  that  the  failure  to  document  is  poor  medical  care 

in  itself.  This  area  warrants  further  study  to  determine  if  the  problem 

* 

is  lack  of  documentation  or  Incomplete  evaluations  of  hypertensive  patients. 

The  results  of  the  evaluation  of  the  management  process  for  this 
tracer  showed  that  there  was  no  problem  in  the  management  of  hypertension 
through  proper  drug  prescriptions  or  diet  but  that  there  was  a  problem  in 
the  documentation  of  instructions  given  to  the  patient.  All  nine  records 
which  did  not  meet  the  criteria  for  this  process  area  failed  only  because 
there  was  no  documentation  of  instructions  given  to  the  patient.  This 
appears  not  to  be  a  clinically  significant  problem  and  one  which  can  be 
corrected  through  inservices  reinforcing  the  need  for  proper  documentation 
of  instructions  given  to  patients. 
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Overall  Evaluation  of  Care 

Table  VII  Illustrates  the  overall  results  of  the  evaluation  of  the 
process  elements  of  care  in  the  Family  Practice  Clinic.  The  methodology 
of  this  study  established  that  if  20  percent  of  the  records,  overall,  did 
not  meet  the  criteria  for  a  process  element,  this  would  indicate  a  problem 
in  this  area.  A  review  of  Table  VII  shows  that  in  the  process  element  of 
evaluation,  40.8  percent  of  the  records  did  not  meet  the  minimal  care 
criteria  and  28.9  percent  of  the  records  in  the  management  process  did  not 
meet  the  criteria. 

A  sub-objective  of  this  study  was  to  determine  the  reliability  of 
using  20  percent  of  the  records,  overall,  not  meeting  the  minimal  care 
criteria  as  the  indicator  of  a  problem  area.  Studies  identified  in  the 
literature  review  have  shown  that  40  to  65  percent  of  the  records  audited 
by  explicit  criteria  do  not  meet  established  criteria. 12  As  stated  in 
the  Introduction,  this  is  why  methods  which  use  explicit  criteria  are 
criticized.  The  criteria  of  the  tracer  method  have  been  formulated  to  be 
both  explicit  and  Implicit  and  because  of  this  it  was  felt  that  a  better 
compliance  rate  would  be  found.  This  fact,  coupled  with  the  results  of 
the  study  [all  process  areas  except  for  evaluation  exceeded  the  low  end 
(40  percent)  of  the  normally  expected  rate  of  record  compliance  for  an 
explicit  review]  indicate  that  the  20  percent  criteria  for  identifying 
a  problem  area  is  acceptable. 

Because  the  20  percent  criteria  has  proven  to  be  acceptable,  the 
two  areas  identified  as  not  meeting  this  criteria  are  identified  as 
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problem  areas  and  warrant  further  study  to  determine  the  reason  for  non- 
compliance  with  the  criteria.  The  primary  concern  should  be  with  the 
assessment  of  the  evaluation  process  as  these  results  indicate  a  problem 
in  the  evaluation  of  illnesses  or  at  the  very  least  a  significant  problem 
in  the  documentation  of  these  evaluations.  An  immediate  analysis  of 
this  area  is  needed  by  the  physicians  of  this  clinic  to  determine  the 
cause  of  such  a  high  non-compliance  with  the  criteria  in  this  process  of 
care. 


The  results  in  the  management  process  of  care  do  not  Indicate  a 
problem  with  the  actual  management  of  the  cases  but  with  the  proper 
documentation  of  Anti-bacterial  treatment  and  instructions  given  to 
patients.  This  problem  can  be  easily  solved  through  the  use  of  inservices, 
using  the  results  of  this  study  as  the  stimulant,  stressing  the  need  for 
proper  documentation.  The  proper  documentation  of  care  by  a  provider 
is  as  important  a  part  of  the  health  care  process  as  is  the  actual  care 
rendered . 

Another  problem  area  identified  by  the  tracer  methodology  was  a 
structural  problem,  the  administration  of  the  records  storage  area.  A 
high  number  of  records  could  not  be  found  in  the  records  room  and,  as 
indicated  in  each  of  the  evaluations,  there  were  cases  which  could  not 
be  reviewed  because  of  incomplete  records.  A  study  should  be  conducted 
to  determine  if  the  cause  is  a  procedural  problem  with  the  withdrawal 
and  turn-in  of  records  or  if  it  is  just  patient  dissatisfaction  with  the 
present  outpatient  record  system. 
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The  assessment  of  the  screening  and  follow-up  processes  showed  no 
major  problems  and  in  fact  some  very  positive  findings  in  the  screening 
process  were  pointed  out.  In  all  three  target  groups  it  was  shown  that 
the  high  risk  groups  for  each  of  the  applicable  tracer  illnesses  were 
being  properly  screened.  In  the  assessment  of  the  follow-up  process,  the 
high  compliance  with  follow-up  exams  and  procedures  was  another  positive 
finding. 

As  stated  in  the  methodology,  the  purpose  of  this  study  is  not  to 
define  good  or  bad  care  but  to  provide  feedback  to  the  physicians  about 
the  care  they  are  providing.  The  results  of  this  study  have  indicated 
areas  which  appear  to  be  a  problem  and  other  ones  which  appear  to  be 
above  the  accepted  standards. 
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CONCLUSION 

The  intent  of  this  project  was  to  use  the  tracer  methodology  to  assess 
the  care  provided  by  an  outpatient  clinic  of  Walson  Army  Community  Hospital. 

The  discussion  portion  of  this  project  described  the  results  of  this  assess¬ 
ment  and  outlined  areas  which  require  further  study. 

Because  the  Tracer  Methodology  had  never  been  used  before,  its  use  in 
this  project  not  only  provided  information  concerning  the  care  provided  but 
also  furnished  information  on  the  feasibility  of  using  this  method  in  future 
evaluations  of  ambulatory  care.  Examining  the  effectiveness  of  an  ambulatory 
care  facility  is  a  challenging  and  difficult  task.  Many  researchers  attempting 
to  measure  the  quality  of  outpatient  care  have  identified  increasing  com¬ 
plexities  related  to  the  provision  of  this  type  care  and  have  stated  that 
these  create  problem  which  hamper  the  establishment  of  a  workable  measure 
to  assess  quality.  Kessner  believed  these  problems  could  be  overcome  and 
that  a  method  of  evaluating  ambulatory  care  should  be  developed.  The  Tracer 
Methodology  is  the  result  of  his  efforts  to  develop  a  method  which  overcomes 
the  problems  associated  with  the  assessment  of  ambulatory  care. 

The  type  of  criteria  used  in  the  tracer  method  is  responsible  for 
eliminating  most  of  the  problems  cited  in  the  literature.  As  already 
mentioned,  the  primary  complaint  of  most  quality  assurance  methods  is  with 
the  criteria.  Implicit  criteria  lack  structure  and  reproducibility  because 
different  reviewers  focus  on  different  parameters  of  the  medical  care  process. 
Explicit  criteria  are  too  structured,  leaving  no  room  for  clinical  judgement. 
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The  results  of  this  study  show  that  the  method  of  establishing  criteria 
which  are  both  explicit  and  implicit  solves  the  problem  of  which  type  of 
criteria  to  use. 

In  addition,  this  type  of  criteria  solves  another  problem  often  com¬ 
plained  about  in  the  literature  which  is  the  cost  of  evaluating  care,  both 
in  dollars  and  physician  time.  This  method  allows  for  the  use  of  non¬ 
professional  abstractors  in  the  evaluation  of  care  provided.  The  physicians 
are  involved  only  in  the  establishment  of  the  criteria  and,  because  they 
are  not  involved  in  the  actual  evaluation,  it  leaves  more  time  for  them  to 
evaluate  and  take  action  on  the  problem  areas  identified. 

Another  problem  often  mentioned  in  the  literature  is  the  poor  docu¬ 
mentation  found  in  outpatient  records.  Again  the  type  criteria  used  in  the 
tracer  method  comes  -to  terms  with  this  problem.  By  using  base-line  or 
minimally  acceptable  standards  of  care  for  criteria,  it  is  expected  that 
these  items  will  be  documented  in  the  records.  The  results  of  this  study 
indicate  the  use  of  this  type  criteria  worked  around  the  problem  of  poorly 
documented  outpatient  records. 

Probably  one  of  the  most  debated  problems  associated  with  quality 
assurance  evaluations  is  which  one  of  Donabedian's  categories,  structure, 
process  or  outcome,  should  be  used  to  evaluate  care.  Kessner  felt  it  was 
Important  to  measure  all  three  categories  in  an  evaluation  scheme.  He 
realized  it  was  impossible  to  identify  the  strengths  and  weaknesses  of 
process  without  knowing  the  outcome,  but  knew  outcome  alone  can  be  mis¬ 
leading  if  the  patient  receives  inappropriate  treatment.  The  tracer  method 
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is  able  to  evaluate  all  three  categories  by  following  the  tracer  illnesses 
through  the  health  system. 

The  tracer  method  does  not  attempt  to  define  good  care;  its  purpose  is 
to  identify  problem  areas  in  a  system  and  to  provide  feedback  to  the  system 
concerning  these  problems.  The  evaluation  of  a  health  system  by  sets  of 
tracers  provides  a  framework  and  data  base  for  assessing  the  care  provided 
by  the  system.  Having  utilized  the  tracer  methodology  to  evaluate  the  care 
of  an  outpatient  clinic,  it  has  shown  that  this  method  has  overcome  most  of 
the  problems  associated  with  evaluating  ambulatory  care  and  is  a  viable 
method  to  use  in  future  evaluations  of  outpatient  care. 


APPENDIX  A 


Minimal  Care  Criteria  for  Middle  Ear  Infection 
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MIDDLE  EAR  INFECTION 


1.  Evaluation. 

A.  History. 

(1)  Presenting  symptoms  and  duration. 

(2)  Occurrence  of:  pain  in  ears,  draining  ears,  fever,  hearing 
problems . 

(3)  Prior  treatment  for  this  episode. 

(4)  Specify  allergies,  history  of  previous  middle  ear  infection, 
operations  on  ear,  nose,  or  throat  if  not  a  part  of  a  past 
history  previously  recorded. 

B.  Physical  examination.  Description  of: 

(1)  temperature. 

(2)  abnormal  auditory  canals. 

(3)  abnormal  tympanic  membranes. 

(4)  abnormal  cervical  lymph  nodes. 

(5)  abnormal  pharynx. 

C.  Diagnosis:  Differentiate  between  myringitis,  suppurative  otitis 
media  and  otitis  media  with  effusion,  acute  and  chronic. 


2 .  Management . 

A.  All  drugs  are  prescribed  in  acceptable  dosages  adjusted  to  the 
individual  patient;  contraindications  are  observed,  and  patients 
are  monitored  for  common  side  effects  according  to  information 
detailed  in  AMA  Drug  Evaluations.  Amoxicillian,  Pediazole,  Septra 
and  Augmentin  are  drugs  of  choice. 

B.  Treatment:  Antimicrobial  drugs:  The  duration  of  treatment  should 
be  7-10  days.  In  general,  multiple  antimicrobials  should  not  be 
used.  If  patient  is  allergic  to  penicillin,  use  Septra  or  Pediozole. 


3.  Follow-up. 

A.  Re-examine  10-14  days  after  treatment  initiated,  or  sooner  if  there 
is  no  improvement. 

B.  Evaluate  hearing  if  there  are  repeated  infections  or  evidence  of 
hearing  loss. 

C.  Referral. 

(1)  To  otolaryngologist  if  there  is  persistent  infection  or  effusion 
not  responsive  to  treatment. 

(2)  To  otolaryngologist  for  recurrent  infection  and  decision  for 
tonsillectomy  and  adenoidectomy,  tubes,  etc. 
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IRON-DEFICIENCY  ANEMIA 


1.  Screening. 

A.  Method:  Hemoglobin,  standard  hematocrit  or  microhematocrit. 

B.  Criteria:  Up  to  age  5  years,  fail  if  hematocrit  is  33  percent  or 
less  or  hemoglobin  llg/lOOml  or  less. 

C.  Time  and  Frequency:  Once  during  6  to  12  months  of  age  and  annually 
thereafter  for  high  risk  groups. 


2.  Evaluation. 

A.  History: 

* 

(1)  Family  history  of  anemia. 

(2)  Birthweight. 

(3)  General  diet  and  milk  intake,  specifying  cow's  milk  or  formula. 

B.  Physical  Examination. 

(1)  Height  and  weight. 

(2)  Pulse  rate. 

(3)  Jaundice. 

(4)  Cardiac:  standard  description. 

(5)  Abdominal:  standard  description. 

C.  Laboratory. 

(1)  Any  of  the  following:  repeat  hemoglobin  or  hematocrit;  red 
blood  count  (RBC)  indices;  red  blood  cell  morphology;  serum 
iron,  total  iron-binding  capacity,  and  percent  transferring 
saturation. 

(2)  Stool  examination  for  occult  blood. 

D.  Diagnosis. 

(1)  Iron  Store  depletion.  Based  upon  decreased  feratin  level. 

(2)  Iron  limited  erythropoesis.  Based  on  morphology  or  RBC 
indices  showing  hypochromic  microcytic  red  cells. 

(3)  Iron  deficiency  anemia.  Based  on  criteria  stated  in  l.B.  above. 

(4)  Anemia,  type  unspecified. 


3 .  Management . 

A.  Iron  store  depletion,  iron  limited  erythropoesis,  and  iron  deficiency 
anemia. 

(1)  Iron:  ferrous  sulfate,  gluconate,  or  fumarate  to  provide 
2mg/kg  of  elemental  iron  by  mouth  three  times  a  day. 
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(2)  Dietary  program:  limit  milk  to  1  pint/day  with  adequate  total 
caloric  intake. 

(3)  Treatment  of  intestinal  parasites  and  gastrointestinal  blood 
loss. 

B.  Anemia,  type  unspecified  if  not  thalassemia.  Further  evaluation 
including: 

(1)  Complete  blood  count  (CBC) . 

(2)  Reticulocyte  count. 

(3)  Platelet  count. 

(4)  Bilirubin. 

(5)  Coombs. 

(6)  Hb  electrophoresis. 

(7)  Serum  iron  and  iron-binding  capacity. 

(8)  Blood  lead  level. 

(9)  Repeat  stools  for  occult  blood  loss  and  gastrointestinal 
evaluation  as  Indicated. 


4.  Follow-up  for  iron  store  depletion,  iron  limited  erythropoesis,  and 
iron  deficiency  anemia. 

A.  Repeat  hemoglobin  or  hematocrit  3-4  weeks  after  initiating  iron 
therapy. 

B.  Continue  iron  therapy  5-6  months  after  hemoglobin  or  hematocrit  is 
normal. 


5.  Outcome  criteria:  Hemoglobin  greater  than  llg/lOOml  and  hematocrit 
greater  than  33  percent. 


APPENDIX  C 


Minimal  Care  Criteria  for  Urinary  Tract  Infection 
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URINARY  TRACT  INFECTIONS 


1.  Evaluation  (Use  WBC's  as  decision  point). 

A.  History. 

(1)  Presenting  complaint. 

(2)  Previous  bladder  or  kidney  infection  or  kidney  stone. 

(3)  Previous  history  of  instrumentation  or  surgery  (if  yes 
specify  the  date) . 

(4)  Present  history  of  dysuria,  hematuria,  frequency,  nocturia, 
urgency . 

(5)  Pain  (if  yes,  specify  location:  groin,  lower  abdomen, 
costovertebral  angle  (CVA) ,  genitalia. 

(6)  Fever,  chills. 

(7)  History  of  previous  treatment  for  this  episode. 

B.  Physical  examination. 

(1)  Temperature. 

(2)  Blood  pressure. 

(3)  Palpation  of  abdomen  with  reference  to  suprapubic  and 
CVA  regions. 

(4)  Genitalia  (external  genital  exam  for  females). 

(5)  Rectal  (males  only) . 

i 

C.  Laboratory:  (In  addition  to  quantitative  urine  culture) 

Clean  voided  urine  specimen  for  routine  analysis  and  microscopic 
examination  of  sediment. 


2.  Management. 

A.  Criteria  for  treatment. 

(1)  Treat  all  patients  with  10,000  colonies  per  ml  of  any  organism. 

(2)  With  symptoms  of  sepsis  or  bacteria  on  spun  urine  sediment, 
treat  prior  to  results  of  quantitative  culture. 

(3)  Less  than  10,000  colonies  per  ml  of  any  organism  and  no  history 
of  previous  treatment:  no  treatment  indicated. 

B.  Hospitalization  with  initial  infection  indicated. 

(1)  If  patient  is  acutely  ill  on  presentation  as  Indicated  by 
presence  of  sepsis  (fever,  sweat,  prostration,  chills)  or 
by  being  too  ill  to  come  to  physician's  office  without  help. 

(2)  Where  obstruction  is  present  as  well  as  infection. 

(3)  Where  infection  is  accompanied  by  renal  failure. 
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C.  Office  treatment  indicated:  The  patient  who  is  uncomfortable,  but 

not  septic,  and  can  pass  urine  should  be  treated  as  an  outpatient. 

D.  Treatment. 

(1)  Symptomatic  treatment  for  dysuria  without  evidence  of 
bacterial  infection. 

(2)  Antibacterial  treatment:  All  drugs  are  prescribed  in  acceptable 
dosages  adjusted  to  the  individual  patient,  contraindications 
are  observed,  and  patients  are  monitored  for  common  side  effects 
according  to  information  detailed  in  AMA  Drug  Evaluations. 

(3)  If  within  48  hours  the  symptoms  do  not  respond  to  the  first  drug 
then  alternate  drug  therapy  should  be  initiated. 


Follow-up:  Intravenous  pyelogram  (IVP)  for  history  of  infection  during 
childhood,  more  than  two  episodes  in  females,  and  after  first  episode  in 
males. 


Referral. 

A.  To  urologist  if  there  is  IVP  evidence  of  genitourinary  anomaly  or 
obstruction. 

B.  To  a  specialist  for  treatment  of  persistent  and  resistant  bacterial 
infection  in  the  absence  of  genitourinary  anomaly  or  obstruction. 
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CERVICAL  CANCER 


1.  Screening. 

A.  Papanicolaou  Smear  (PAP) 

(1)  Any  female  having  sexual  intercourse  regardless  of  age. 

(2)  Age  20  and  over. 

(3)  Yearly  if  on  oral  contraceptives  or  more  often  if 
previously  abnormal. 

(4)  Every  three  years  if  not  on  oral  contraceptives  and  there  is 
no  history  of  abnormal  smear. 


2.  Evaluation. 

A.  History: 

(1)  Social:  age  at  first  intercourse. 

(2)  Obstetrical:  how  many  times  patient  has  been  pregnant. 

(3)  Menstrual:  Are  you  still  having  menstrual  periods?  At  what 
age  did  bleeding  begin?  Are  they  regular?  Do  you  bleed 
between  periods  or  after  intercourse?  Do  you  flow  more  than 
7  days?  Do  you  feel  you  bleed  excessively?  Have  there  been 
any  recent  changes  in  the  amount  of  and  or  length  of  time 

of  your  flow? 

(4)  General:  Are  you  doing  anything  to  prevent  pregnancy?  Specify 
what  contraceptive  method.  Do  you  have  a  vaginal  discharge? 

Does  it  have  an  odor?  Does  it  itch?  What  color  is  the  discharge? 
Is  It  thick?  Have  you  had  a  PAP  test  In  the  past  year?  Have  you 
ever  been  told  you  had  an  abnormal  PAP? 

B.  Physical  Exam:  Pelvic  and  rectal  exams:  describe  external  genitalia, 
vagina,  cervix,  corpus,  adnexa,  rectum  and  breasts. 


3.  Management  and  Follow-up. 

A.  Class  I:  Repeat  PAP  once  a  year  for  3  years  and  then  every  third 
year  thereafter,  or  yearly  per  A COG. 

B.  Class  II:  Treatment  of  cervicitis  if  inflammation  is  present  and 
repeat  PAP  in  3  months.  If  "atypia"  are  present  repeat  PAP  in 

3  months.  If  dysplasia  is  present  refer  for  treatment. 

C.  Class  III:  Asymptomatic  or  symptomatic,  with  or  without  lesion, 
refer  to  gynecologist  for  definitive  histologic  studies. 

D.  Class  IV  or  V:  With  or  without  lesion,  refer  to  gynecologist  for 
definitive  histologic  studies. 
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ESSENTIAL  HYPERTENSION 


1 .  Screening . 

Criteria:  An  individual  is  judged  in  need  of  evaluation  if  the 
mean  of  three  or  more  systolic  or  diastolic  pressures 
exceeds  140/90  for  all  over  18  years  old. 


2.  Evaluation:  In  the  evaluation  of  elevated  blood  pressure,  the  history 
and  physical  examination  data  listed  below  should  be  obtained  early  in 
the  evaluation. 

A.  History. 

(1)  Personal  and  social  history. 

(2)  Family  history  of  high  blood  pressure,  coronary  artery  disease, 
or  stroke. 

(3)  Previous  diagnosis  of  high  blood  pressure  (females:  toxemia  of 
pregnancy  or  pre-eclampsia)  and  time  of  first  occurrence. 

(4)  Previous  treatment  for  high  blood  pressure:  when  started, 
when  stopped,  and  drugs  used,  if  known. 

(5)  Chest  pain,  pressure,  or  tightness  -  location,  length  of  symptoms, 
frequency  of  symptoms,  effect  of  deep  breathing,  description  of 
feeling  (crushing,  strangling,  smothering),  symptom  temporarily 
curtails  activity,  and  pain  radiates  into  left  shoulder,  arm  or 
jaw  and  is  accompanied  by  nausea,  shortness  of  breath,  and/or 
fast  or  fluttering  heart  beat. 

(6)  Feet  swell. 

(7)  Shortness  of  breath. 

(8)  Awakens  wheezing  or  feeling  smothered  or  choked. 

(9)  Sleeps  on  two  or  more  pillows. 

(10)  Prior  history  of  kidney  trouble,  nephrosis,  or  nephritis. 

(11)  History  of  kidney  infection. 

(12)  Prior  x-ray  examination  of  kidneys. 

B.  Physical  examination. 

(1)  Weight  and  height. 

(2)  Blood  pressure:  supine  and  upright. 

(3)  Funduscopic. 

(4)  Heart:  abnormal  sounds  or  rhythm. 

(5)  Neck:  thyroid  and  neck  veins. 

(6)  Abdomen:  standard  description,  including  abdominal  bruit. 

(7)  Extremities:  peripheral  pulses  and  edema. 

C .  Laboratory . 

(1)  Urinalysis. 

(2)  Hematocrit  or  hemoglobin. 

(3)  Blood  urea  nitrogen  or  serum  creatinine. 
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D.  Other  tests. 

(1)  Electrocardiogram. 

E.  Diagnosis. 

(1)  Essential  hypertension  as  described  under  1. 

(2)  Secondary  hypertension.  Hypertension  secondary  to  renal, 
adrenal,  thyroid,  or  primary  vascular  disease. 

4 .  Management . 

A.  Mild  essential  hypertension  (diastolic  pressure  of  90-105) . 

(1)  Initial  treatment  with  thiazides,  or  beta  blockers,  or 
diet  and  exercise  alone. 

(2)  If  pressure  not  reduced  by  10  mmHg  or  to  lowest  level  that 
the  patient  can  tolerate  without  adverse  side  effects  in 

2  to  4  weeks,  add  one  of  the  following  to  thiazides: 
alpha  methyldopa,  hydralazine  or  one  of  the  other 
sympathely tics . 

B.  Moderate  essential  hypertension  (diastolic  pressure  of  105-115) . 

(1)  Initial'  treatment  with  thiazide  and  a  beta  blocker  or 
sympatholy tics . 

(2)  If  no  response  after  2  to  4  weeks,  change  medication  or 
dosage  of  medication  being  received. 

C.  Severe  essential  hypertension  (diastolic  pressure  of  115  or 

Keith-Wagener  Grade  III  or  IV  funduscopic  changes) . 

Refer  to  a  specialist. 

D.  Secondary  hypertension. 

Treat  or  refer  for  treatment  of  primary  condition. 

E.  Instructions  on:  weight  loss,  decreased  sodium  intake,  aerobic 

exercise,  smoking,  alcohol  consumption,  and  importance  of  taking 

the  medications  prescribed. 


5.  Follow-up. 

Undetermined  etiology  or  no  response  to  treatment:  Further  evaluation 
to  include  serum  sodium  and  potassium,  if  not  previously  performed,  and/or 
referral  to  specialist. 
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